Data for Wales Distribution of Deaths within Wales. The ability to speak the Welsh language is the great cultural difference between the Welsh and the nonWelsh within Wales. The census of 1961 (Registrar Ceneral, 1962b) included questions on the ability to speak this language and on the basis of this report the Principality may conveniently be divided into three zones. In the 'high Welsh' zone, the counties of Anglesey, Caernarvon, Cardigan, CarmarReceived May 5, 1967. then, and Merioneth, more than 70%/ of the population over the age of 3 claimed to be Welsh speaking. In General (1960 General ( , 1961 General ( , 1962a General ( , 1963 General ( , 1964 Altogether 370 male patients had been admitted to Morriston Hospital, Swansea, with the diagnosis of cerebrovascular disease (Table II) (Table III) . There was a highly significant excess of individuals with Welsh names among the males. The proportion of females with Welsh surnames was lower than that of males but was just significantly in excess of the number expected.
Discussion
The data presented here show three things. The death rate from vascular disease of the central nervous system is higher in Wales than in England and Wales as a whole. Within Wales deaths from this cause are commonest in the zone in which Welsh is spoken most often and least common in the zone in which spoken Welsh is unusual, this difference is seen after correcting for the different urban/rural distribution of the population in the three zones. Thirdly, there is an excess of Welsh surnames among those suffering from and dying from cerebrovascular disease in and around the town of Swansea.
The most likely explanation of these three observations is that the excess of cerebrovascular disease in Wales is related to differences between the Welsh and the non-Welsh people in the Principality. Observations published elsewhere (Ashley and Davies, 1966a) have shown that there are differences in blood group distribution between the Welsh and non-Welsh people of the Swansea area and that there are few environmental and cultural differences between the two groups. The higher death rate in Wales as a whole and in the more Welsh speaking parts of Wales could be explained on the basis of differences in the environment, in occupations, in habitat, and in culinary preferences, but no such differences exist within the geographically small area of Swansea and its environs. The possible differences due to urban and rural habitat have been corrected in the calculations. The excess of Welshness could be explained on the basis of stratification by age. If there were more people with Welsh surnames in the older age-groups instances of cerebrovascular disease, which tends to affect older people, would be expected to occur in people with Welsh names more often than in those with nonWelsh names. A sample of women delivered of children in this hospital during the year 1962 was analysed. All of these were, of course, much younger than the patients with cerebrovascular disease. The proportion of these women with Welsh surnames was for those living in Swansea 42 5°o and for those living in Glamorgan 57%. These proportions do not differ significantly from those found in the survey of electoral registers, and it is concluded that age stratification is not important in the distribution of Welsh names.
The observations in women that there is a higher death rate in the more Welsh speaking areas and that the excess of Welsh names is smaller also support the genetic hypothesis. The majority of adult women bear, as surname, the name of their husband rather than the one which is inherited from their father. The data derived from Welsh speaking (Table I) (Ashley and Davies, 1966a) . I have shown elsewhere (Ashley, 1967) that there is an excess of arteriosclerotic heart disease in Wales and that this too can be related to genetic factors but that differences in serum cholesterol level sufficient to account for this do not exist. Arterioscelerotic diseases of the cerebral vessels and of the coronary vessels are both associated with a similar degenerative process in the walls of the blood vessels. Slack and Evans (1966) have shown an excess of deaths from vascular disease of the central nervous system as well as an excess of deaths from ischaemic heart disease among the first-degree relatives of patients with ischaemic heart disease, and a study of the S.M.Rs. for these two conditions in the hospital regions of England and Wales (Table IV) shows strong and significant positive correlations between cerebrovascular disease in men and women and 
